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Brucellosis remains a significant health problem in cer- 
tain geographic regions, such as the Mediterranean 
basin.‘z2 There have been a few case reports describing 
the pulmonary involvement in brucellosis.1-6 We report 
a case of Brucella melitensis infection presenting as a 
solitary pulmonary nodule. This is the first time that B. 
melitensis has been isolated from such a pulmonary 
lesion. 
A 59-year-old man was referred to Hospital Univer- 
sitario Virgen de las Nieves, Granada, Spain, because of the 
presence of a well-defined nodular lesion, in the left mid- 
pulmonary field on a routine chest radiograph. He had 
been a heavy smoker for many years and had been diag- 
nosed of acute brucellosis 20 years previously. At admis- 
sion, the patient did not present symptoms and his 
physical examination was unremarkable. The complete 
blood count, chemistry profile, and urinalysis were nor- 
mal. A thoracic computed tomography (CT) scan cor- 
roborated the pulmonary nodular lesion (Figure 1). 
At operation, a firm, whitish pulmonary nodule in 
contact with the visceral pleura was excised. Histologic 
examination of the removed tissue revealed a partly cal- 
cified caseating granuloma. 
Microbiologic study of tissue specimens was carried 
out for bacteria, mycobacteria, and fungi. Gram, Giemsa, 
and Ziehl-Neelsen stains showed no evidence of organ- 
isms. After 5 days of incubation in blood and chocolate 
agar media, whitish mucoid colonies grew. The organ- 
isms were identified as B. melitensis. Postoperatively, rose 
bengal and agglutination tests of the patient’s blood 
serum gave negative results, and antibrucella Coombs’ 
test was positive at a titer of 1:2560. 
The postoperative recovery was uneventful, and the 
patient received doxycycline and rifampicin for 6 weeks. 
This case illustrates an uncommon cause of solitary 
pulmonary nodule. Chest radiographic abnormalities 
described in pulmonary brucellosis have included lung 
consolidation, miliary pattern, parenchymal nodules, hilar 
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or paratracheal lymphadenopathy, pleural effusion, and 
pneumothorax. l-6 
The diagnosis of brucellosis is made with certainty 
when brucellae are recovered from blood, fluids, or tis- 
sue samples. In addition, Weed and colleagues, more than 
40 years ago, reported the isolation of Brucella suis from 
lung tissue in three cases.3 These three patients had nodu- 
lar pulmonary lesions upon radiographic examination of 
the chest, which were removed because of suspicion of 
malignancy 
In the absence of bacteriologic confirmation, sero- 
logic tests have been used to make a presumptive diag- 
nosis of pulmonary brucellosis.5 Although a number of 
techniques have been developed, the most widely used 
test has been the serum agglutination test.‘-” The patient 
described here presented a negative serum agglutination 
test result, whereas the Coombs’ test for Bruce&z was 
positive. This serologic technique may be useful as a 
screening test in these cases. 
Whether to administer specific antibiotic therapy 
after resection of a brucellar solitary pulmonary nodule 
is a matter of concern.A One can argue that the escape 
of microorganisms is unlikely after surgical excision of a 
well-circumscribed lesion and that, therefore, antibiotic 
treatment would be unnecessary. However, similar local- 
ized granulomas might be present in other sites, though 
Figure 1. CT scan of the thorax showing a nodule 3 cm in diameter, 
situated in the lower lobe of the left lung, adjacent to the pleura, and 
containing calcium. 
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unrecognized. Therefore, antibiotic therapy was pre- 
scribed for this patient. 
2. Lubani MM, Lulu AR, Araj GE Khateeb MI, Qurtom MAE 
Dudin KI. Pulmonary brucellosis. Q J Med 1989; 
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